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Texas Department of Insurance 

Division of Workers’ Compensation 
Medical Fee Dispute Resolution, MS-48 
7551 Metro Center Drive, Suite 100 • Austin, Texas 78744-1645 
512-804-4812 telephone • 512-804-4811 fax • www.tdi.texas.gov 

 

MEDICAL FEE DISPUTE RESOLUTION FINDINGS AND DECISION 

GENERAL INFORMATION 

Requestor Name and Address 

 
ORTHOTEXAS PHYSICIANS & SURGEONS 
4780 N JOSEY LANE 
CARROLLTON TX   75010 

 

DWC Claim #:     
Injured Employee:      
Date of Injury:     
Employer Name:    
Insurance Carrier #:   

 

Respondent Name 

HARTFORD INSURANCE COMPANY 

MFDR Tracking Number 

M4-12-2798-01 

Carrier’s Austin Representative Box 

Box Number   47 

MFDR Date Received 

MAY 1, 2012 

REQUESTOR’S POSITION SUMMARY 

Requestor’s Position Summary as stated on the Table of Disputed Services:  “Insurance denied for timely 
filing submitted electronic proof with appeal and they still denied as timely filing.” 

Amount in Dispute: $503.86 

RESPONDENT’S POSITION SUMMARY 

Respondent’s Position Summary:  The insurance carrier, or its agent, did not respond to the request for 
medical fee dispute resolution. 

SUMMARY OF FINDINGS 

Dates of Service Disputed Services 
Amount In 

Dispute 
Amount Due 

May 4, 2011  
June 15, 2011 
June 15, 2011 

CPT Codes 99204 & 73630 
CPT Codes 99213, 73630, 99080-73 

CPT Codes 99213, 73630 & 99080-73 
$503.86 $503.86 

FINDINGS AND DECISION 

This medical fee dispute is decided pursuant to Texas Labor Code §413.031 and all applicable, adopted rules of 
the Texas Department of Insurance, Division of Workers’ Compensation. 
 

Background  

1. 28 Texas Administrative Code §133.307 sets out the procedures for health care providers to pursue a medical 
fee dispute.  

2. 28 Texas Administrative Code §133.20 sets out the procedures for health care providers to submit workers’ 
compensation medical bills for reimbursement. 

3. 28 Texas Administrative Code §102.4 sets out the rules for non-Commission communications.  

4. Texas Labor Code §408.027 sets out the rules for timely submission of a claim by a health care provider. 

5. 28 Texas Administrative Code §134.203 sets out the reimbursement guidelines for professional services.  

6. The services in dispute were reduced/denied by the respondent with the following reason codes: 
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 29 – Time limit for filing claim/bill has expired. 

 RM2 – Time limit for filing claim has expired.  

Issues 

1. What is the timely filing deadline applicable to the medical bills for the services in dispute? 

2. Did the requestor forfeit the right to reimbursement for the services in dispute? 

Findings 

 28 Texas Administrative Code §133.20(b) states, in pertinent part, that, except as provided in Texas Labor 
Code §408.0272, “a health care provider shall not submit a medical bill later than the 95

th
 day after the date the 

services are provided.”  The requestor submitted electronic claim submission history for all dates of service in 
dispute showing the claims were accepted within the 95 day timeframe.  Therefore, the disputed services will 
be reviewed in accordance with Division rules and the Labor Code.   

 28 Texas Administrative Code §134.203(c) states, in pertinent part, “To determine the MAR for professional 
services, system participants shall apply the Medicare payment policies with minimal modifications  (1) … For  
surgery when performed in a facility setting, the established conversion factor to be applied is $66.32… (2) 
Subsequent year's conversion factors shall be determined by applying the annual percentage adjustment of 
the Medicare Economic Index (MEI) to the previous year's conversion factors, and shall be effective January 
1st of the new calendar year.”  The MAR for the payable services may be calculated by (20011 TDI-DWC 
MEDICARE CONVERSION FACTOR) x Facility Price = MAR. 

 CPT Code 99204 – (54.54 ÷ 33.9764) x $153.96 = $247.14.  The requestor is seeking $192.45   

 CPT Code 73630 – (54.54 ÷ 33.9764) x 30.44 = $48.86 x 3 units = $146.59.  The requestor is seeking 
$114.15  

 CPT Code 99213 – (54.54 ÷ 33.9764) x 66.90 x 2 units = $214.78.  The requestor is seeking $167.26. 

 

 3.  In accordance with 28 Texas Administrative Code §129.6(b) the doctor shall file a Work Status Report in the 
form and manner prescribed by the Commission. (c) the doctor shall be considered to have filed a complete 
Work Status Report if the report is filed in the form and manner prescribed by the Commission, signed, and 
contains at minimum: (1) identification of the employee's work status; (2) effective dates and estimated 
expiration dates of current work status and restrictions (an expected expiration date is not binding and may be 
adjusted in future Work Status Reports, as appropriate, based on the condition and progress of the employee); 
(3) identification of any applicable activity restrictions; (4) an explanation of how the employee's workers' 
compensation injury prevents the employee from returning to work (if the doctor believes that the employee is 
prevented from returning to work); and (5) general information that identifies key information about the claim 
(as prescribed on the report). (d)The doctor shall file the Work Status Report: (1) after the initial examination of 
the employee, regardless of the employee's work status;  (2) when the employee experiences a change in 
work status or a substantial change in activity restrictions; and (3) on the schedule requested by the insurance 
carrier (carrier), its agent, or the employer requesting the report through its carrier, which shall not to exceed 
one report every two weeks and which shall be based upon the doctor's scheduled appointments with the 
employee. (e) the Work Status Report filed as required by subsection (d) of this section shall be provided to 
the employee at the time of the examination and shall be sent, not later than the end of the second working 
day after the date of examination, to the carrier and the employer. (f)In addition to the requirements under 
subsection (d), the treating doctor shall file the Work Status Report with the carrier, employer, and employee 
within seven days of the day of receipt of: (1) functional job descriptions from the employer listing available 
modified duty positions that the employer is able to offer the employee as provided by §129.6(a) of this title 
(relating to Bona Fide Offers of Employment); or (2) a required medical examination doctor's Work Status 
Report that indicates that the employee can return to work with or without restrictions. (g) Filing the Work 
Status Report as required by subsection (f) of this section does not require a new examination of the 
employee. (h) the doctor shall file the Work Status Report as follows: (1) a report filed with the carrier or its 
agent shall be filed by facsimile or electronic transmission;   (2) a report filed with the employer shall be filed by 
facsimile or electronic transmission if the doctor has been provided the employer's facsimile number or e-mail 
address; otherwise, the report shall be filed by personal delivery or mail; and (3) a report filed with the 
employee shall be hand delivered to the employee, unless the report is being filed pursuant to subsection (f) of 
this section and the doctor is not scheduled to see the employee by the due date to send the report. In this 
case, the doctor shall file the report with the employee by facsimile or electronic transmission if the doctor has 
been provided the employee's facsimile number or e-mail address; otherwise, the report shall be filed by mail. 
(i) Notwithstanding any other provision of this title, a doctor may bill for, and a carrier shall reimburse, filing a 
complete Work Status Report required under this section or for providing a subsequent copy of a Work Status 
Report which was previously filed because the carrier, its agent, or the employer through its carrier, asks for an 
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extra copy. The amount of reimbursement shall be $15. A doctor shall not bill in excess of $15 and shall not bill 
or be entitled to reimbursement for a Work Status Report which is not reimbursable under this section. Doctors 
are not required to submit a copy of the report being billed for with the bill if the report was previously provided. 
Doctors billing for Work Status Reports as permitted by this section shall do so as follows: (1) CPT code 
"99080" with modifier "73" shall be used when the doctor is billing for a report required under subsections 
(d)(1), (d)(2), and (f) of this section.  Review of the Work Status reports show significant changes from first 
report to second report.   

 CPT Code 99080-73  $15.00 x 2 reports = $30.00 

Conclusion 

For the reasons stated above, the division finds that the requestor has not established that reimbursement is due.  
As a result, the amount ordered is $503.86.  

ORDER 

Based upon the documentation submitted by the parties and in accordance with the provisions of Texas Labor 
Code Sections 413.031 and 413.019 (if applicable), the Division has determined that the requestor is entitled to 
additional reimbursement for the services involved in this dispute.  The Division hereby ORDERS the respondent 
to remit to the requestor the amount of $503.86 plus applicable accrued interest per 28 Texas Administrative 
Code §134.130, due within 30 days of receipt of this Order. 

Authorized Signature 

 
 
 

   
Signature

    
Medical Fee Dispute Resolution Officer

 May 30, 2013  
Date 

 
 
 

YOUR RIGHT TO APPEAL 

Either party to this medical fee dispute may appeal this decision by requesting a contested case hearing.  A 
completed Request for a Medical Contested Case Hearing (form DWC045A) must be received by the DWC 
Chief Clerk of Proceedings within twenty days of your receipt of this decision.  A request for hearing should be 
sent to:  Chief Clerk of Proceedings, Texas Department of Insurance, Division of Workers Compensation, P.O. Box 
17787, Austin, Texas, 78744.  The party seeking review of the MDR decision shall deliver a copy of the request for 
a hearing to all other parties involved in the dispute at the same time the request is filed with the Division.  Please 
include a copy of the Medical Fee Dispute Resolution Findings and Decision together with any other required 
information specified in 28 Texas Administrative Code §148.3(c), including a certificate of service 
demonstrating that the request has been sent to the other party. 

Si prefiere hablar con una persona en español acerca de ésta correspondencia, favor de llamar a 512-804-4812. 


